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N 000| Initial Comments N 000
Based on the investigation completed on 4/10/18,
this facility complies with all requirements
reviewed pertaining to the allegations for INTAKE
# TNO0043961.
Division of Health Care Facilities
TITLE (X6) DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM

6899

WKDI11

If continuation sheet 1 of 1



